Austin Bowenwork( Center
Holistic Body-Soul Healing

Jessica Riley, LMP, RBT, RYT

8727 Shoal Creek Blvd Austin, TX 78757

(512) 739-8299

Jessica@austinbowenwork.com
Name of child: _______________________________________________Date:________________________

Name of Parent/Guardian: _______________________________ Other Parent Name:____________________

Address: ____________________________________City _______________State______Zip_____________

Parent Phone: (____)_________________Cell/pager: (___ )_________________ Work: (____)____________

Child’s Date of Birth: ____________________ SS#: ___________________________  

Child’s Primary Doctor: ________________________________Phone#: ______________________________

Emergency Contact: ___________________________________ Phone#: _____________________________

Health Status
Are we seeing your child for a particular health concern? If so, please describe and answer the questions below:____________________________________________________________________________________

________________________________________________________________________________________

How long has this condition lasted? ___________________________________________________________

Is it getting:   □ Worse     □  Better     □ Stays the Same

Has the child seen a physician for this condition?  □ Yes    □  No   If “YES”, please describe what the physician has recommended as treatment: ______________________________________________________________

________________________________________________________________________________________.

Do you believe what the physician has recommended is helping this condition?: If yes, Please describe: ________________________________________________________________________________________

Has your child experienced trauma?  Physical, Emotional, Chemical? Please describe_____________________

________________________________________________________________________________________

________________________________________________________________________________________

Are you and your spouse married?  If not, how old was your child when you divorced/separated: ___________

_________________________________________________________________________________________

What other ways have you assisted your child with this condition? __________________________________

________________________________________________________________________________________

Please list general foods/beverages eaten:

Breakfast




Lunch




Dinner
Snacks







Dessert(s):

Health History

 Yes
No

  □
□
Has your child had any serious injuries or surgeries?   If yes, please describe: ______________



_____________________________________________________________________________

  □
□
Any serious birth complications? If yes, please Describe: _______________________________



_____________________________________________________________________________

  □
□
Any childhood Diseases or Illnesses? If yes, please describe: ____________________________


_____________________________________________________________________________

  □
□
Does your child have any allergies or skin problems? If yes, please describe: _______________



_____________________________________________________________________________

  □
□
Any spinal related problems? _____________________________________________________

  □
□
Any heart or circulatory problems? _________________________________________________

  □
□
Does your child have diabetes or any other ailments such as cancer? If so please list condition                                                      and current treatment _________________________________________________________________



_____________________________________________________________________________

  □
□
Is your child on any medications or antibiotics at this time?______________________________


Additional Information

Are there any special needs or anything else we need to be made aware of about your child? ________________________________________________________________________


_________________________________________________________________________

WAIVER AND POLICIES
*  I understand that BowenWork Therapy is for the purpose of pain relief, stress reduction, relief from muscular tension and spasm, improvement of circulation, energy, and lymphatic flow.

*  In a strictly medical sense, Bowenwork Therapy doesn’t cure anything.  It allows the body to heal itself the way it is designed to.

*  I understand the Bowenwork Practitioner doesn’t diagnose illness, disease, or any physical or mental disorder.  The practitioner does not prescribe medical treatment or pharmaceuticals, nor does he/she perform any spinal manipulation.  It has been made clear that the BowenWork Practitioner is not a substitute for medical examination or diagnosis and that it is recommended that I see a medical doctor for any physical ailment that I may have.

*  I understand that services offered today, and in the future, are not a substitute for medical care and that any information provided by the therapist is for education purposes only, and is not diagnostically prescriptive in nature.

*  I have stated all of my child’s known medical conditions on the intake form.

*  I realize it is solely my responsibility to keep the BowenWork Therapist updated on any changes in my child’s physical health and I understand that my practitioner shall not be liable should I fail to do so.

*  I agree to actively participate, as much as possible in my child’s healing and health maintenance.

*  By signing this release, I hereby waive and release AUSTIN BOWENWORK CENTER. and the BowenWork Practitioners from any and all liability, past, present, and future, relating to BowenWork Therapy.

Parent/Guardian Signature: _____________________________    Date:______________






